Introduction
Health insurance plans in the United States (US) have historically imposed restrictions on the utilization of behavioral health services that are more restrictive than those for medical/surgical benefits (e.g., fewer covered behavioral health visits, higher deductibles, and higher copays for behavioral health services). [1] [2] [3] These disparities in insurance coverage have placed a disproportionate financial burden on people with behavioral health conditions and have been a barrier to accessing behavioral health services. 4 The Paul Wellstone and Pete Domenici Mental Health Parity and Addiction Equity Act of 2008 (MHPAEA; Pub. Law: 110-343) was enacted to address this issue.
Recognized as one of the most important behavioral health laws in the US, 1, 2, 5 MHPAEA prohibits health insurance plans that offer behavioral health benefits from imposing restrictions on the utilization of behavioral health services that are more restrictive than those for medical surgical/ benefits. 1, 6 MHPAEA implementation began in 2010 when interim final regulations were published. As of October 2, 2017, all Medicaid managed care organizations, Medicaid alternative benefit plans, and Children's Health Insurance Program were required to be in compliance with MHPAEA. 7 The Patient Protection and Affordable Care Act expanded the reach of MHPAEA by classifying behavioral health benefits as Essential Health Benefits-in effect requiring individual and small employer insurance plans to cover behavioral health services. 8, 9 Although evidence suggests that MHPAEA has been effective at improving financial protection for people with behavioral health conditions, 10 increasing the utilization of behavioral health services, 11, 12 , and reducing quantitative treatment limits (e.g., number of covered visits), 6 , 13, 14 many implementation challenges have been identified related to enforcement of the law. 5, [15] [16] [17] [18] [19] [20] MHPAEA is generally enforced by state insurance agencies, 1 which have the statutory authority to regulate insurance markets and the responsibility to ensure that insurance plans sold in the state are in compliance with federal and state laws. 21 However, state insurance agencies typically lack specialized knowledge about behavioral health services and are often limited in their ability to make evidence-informed determinations about whether there is true parity between a plan's behavioral health and medical/surgical benefits-particularly in regard to non-quantitative treatment limits (e.g., medical management standards, step-therapy protocols). 6 Furthermore, while state insurance agencies might work to increase awareness about MHPAEA among insurance companies, it is generally beyond their scope to promote awareness about the law among behavioral health patients and providers. It is important for patients and providers to be knowledgeable about the law because they are best positioned to identify and report potential MHPAEA violations to state insurance agencies.
To address these enforcement issues, inter-agency collaboration between state insurance agencies and state mental health agencies (SMHAs) has been identified as a potential strategy to enhance MHPAEA implementation. [22] [23] [24] SMHAs have specialized knowledge about behavioral health services, regularly communicate with behavioral health patient and provider organizations, and are thus wellpositioned to provide guidance to state insurance agencies about parity determinations and increase public awareness about MHPAEA. 22 A 2012 report by the National Association of State Mental Health Program Directors stated that, BFor parity to achieve its intended goals, it is important for [SMHAs] to work closely with their state insurance divisions [and] promote education of, and compliance, with parity requirements, monitor results, facilitate handling of consumer complaints, enhance transparency and accountability, and expand consumer protections^2 2 (p. 34) . In 2015, the US Substance Abuse and Mental Health Services Administration conducted qualitative case studies of effective MHPAEA implementation in seven states and interview respondents resounding expressed that communication and collaboration between state agencies, such as SMHAs and state insurance agencies, enhanced enforcement. 23 In 2016, the White House Mental Health and Substance Use Disorder Parity Task Force emphasized the importance of interagency collaboration between state agencies, including SMHAs and insurance agencies, to MHPAEA implementation. 24 Most recently, inter-agency collaboration to improve MHPAEA implementation was a focus of US Congressional mandate through the twenty-first Century Cures Act (Pub. Law No: 114-255). Title XIII is focused on improving MHPAEA implementation and directs the US Department Health and Human Services to Bidentify specific strategic objectives regarding how the various Federal and State agencies charged with enforcement of mental health parity and addiction equity requirements will collaborate to improve enforcement^[ §13002(c)(3)].
Despite broad consensus that the success of MHPAEA hinges upon its implementation, 1, [15] [16] [17] [18] [19] [22] [23] [24] [25] little empirical research has examined MHPAEA implementation strategies-neither related to inter-agency collaboration between SMHAs and insurance agencies nor otherwise. Scholarship has discussed potential challenges to MHPAEA implementation; [15] [16] [17] [18] [19] surveys have documented low levels of awareness about MHPAEA among healthcare administrators 26 and the general public, 27 and numerous studies have evaluated MHPAEA's impact on behavioral health insurance coverage and service utilization. 6, [10] [11] [12] [13] [14] [28] [29] [30] [31] Virtually, no studies, however, have focused on state agencies' MHPAEA implementation strategies. The dearth of evidence about MHPAEA implementation strategies reflects a larger gap in the field of behavioral health policy implementation research. Behavioral health implementation science has largely focused on interventions at the clinical-and organizational-level, and public policy-focused implementation research is an underdeveloped area in the field.
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This article presents the results of an exploratory study that sought to begin and address the knowledge about MHPAEA implementation strategies. The study purpose was to describe the trend in collaboration between state mental health agencies and other state agencies to assist with MHPAEA implementation between 2010 and 2015 and characterize the implementation strategies used. 36 First conducted in 1996, State Profiling System surveys collect information on the structure and activities of SMHAs via a web-based survey sent to the SMHA program director in all 50 US states and the District of Columbia. In 2010, the survey asked SMHA directors to indicate whether their SMHA anticipated being involved with MHPAEA implementation Balong with other state partners, such as the state insurance department^(yes/no) and, if yes, to describe the SMHA's role (open-ended). This question was also asked the 2012 and 2015 surveys, but was adapted to assess active, as opposed to anticipated, SMHA involvement in MHPAEA implementation through inter-agency collaborations.
Coding and Analysis
A content analysis was conducted of SMHA responses to open-ended questions about their collaborations with other state agencies to assist with MHPAEA implementation. A Bdirectedâ pproach to content analysis 37 (p. 1281) was used in which a priori categories derived from an existing coding scheme (i.e., the Expert Recommendation for Implementing Change [ERIC] compilation) guided the development of coding categories. The ERIC compilation is a list of 73 discrete implementation strategies, each with a definition, that was developed through a three round Delphi processes with implementation science experts. [38] [39] [40] The ERIC compilation was used because it offers an extensive and flexible compendium of implementation strategies and is often used in behavioral health services implementation research.
A codebook was created and responses were coded through a five-step process. First, two authors (JP and BB) read SMHAs' open-ended responses and selected 19 ERIC strategies that were potentially relevant to SMHAs and MHPAEA implementation. Next, the two authors re-read the open-ended responses, re-assessed these 19 ERIC strategies, and took notes about which ERIC strategies were most relevant and how their definitions would need to be revised to accommodate the content of open-ended responses. Guided by recommendations for writing implementation strategy definitions, 41 the two authors then revised the definitions for the five ERIC strategies that were most relevant to MHPAEA implementation so that the definitions aligned with the actors, actions, and targets that were identified in the open-ended response text. The two authors then separately re-read and coded the open-ended responses using the five ERIC categories. Incongruent coding decisions (two) were resolved through discussion. Coding categories were not mutually exclusive, and a single open-ended response could be coded at multiple ERIC strategies.
Univariate statistics were generated to describe the proportion of open-ended responses assigned to each coding category and determine the proportion SMHAs that anticipated being involved with MHPAEA implementation through inter-agency collaborations during each of the survey years (i.e., 2010, 2012, 2015) . χ 2 tests were used to assess the statistical significance of differences in the proportion of SMHAs involved with MHPAEA implementation during each year. Analyses were conducted in SPSS 24.0.
Results
In 2010, the majority (28, 54.9%) of SMHAs in the US anticipated collaborating with other state agencies to assist with MHPAEA implementation (Fig. 1) . However, only eight of these SMHAs reported being involved in these activities in 2012, and only three of them were involved in 2015. In total, the proportion for SMHAs reporting inter-agency collaborations to assist with MHPAEA implementation decreased from 28 (54.9%) in 2010 to 12 (23.5%) in 2012 (χ 2 = 10.529, p = .001) to 6 (11.8%) in 2015 (χ 2 = 2.428, p = .119). In 36 of the 46 instances in which the SMHA reported Byes^the question about using interagency MHPAEA implementation strategies, the SMHA also responded to the follow-up openended question and provided information about the specific implementation strategies they anticipated/actively were using. Forty-one implementation activities were identified in these responses that fit within five ERIC implementation strategy categories: (1) providing ongoing consultation, (2) providing local technical assistance, (3) building a coalition, (4) developing educational materials, and (5) using advisory boards/workgroups. Table 1 shows the number of SMHAs that reported each of these implementation strategies, how each ERIC definition was revised, and examples of the responses that were provided.
Ongoing consultation was the inter-agency MHPAEA implementation strategy most frequently reported by SMHAs and identified in 24 (66.7% ) of the open-ended responses. These consultation activities mainly consisted of informal partnerships through which the SMHA shared their specialized knowledge about behavioral health services with state insurance agencies. Local technical assistance activities were identified in six (16.6%) of the responses. These activities consisted of SMHAs providing state insurance agencies with assistance on specific MHPAEA implementation tasks, such as processing behavioral health patient and provider complaints about potential MHPAEA violations. Coalition building activities were identified in five (13.8%) of the responses, with SMHAs developing partnerships with other state agencies and stakeholders involved with MHPAEA implementation. In three (8.3%) of the responses, SMHAs reported developing and disseminating educational materials to increase awareness about MHPAEA. These materials targeted behavioral health providers, advocacy organizations, and the general public. Also in three (8.3%) of the responses, SMHAs reported involvement with advisory boards and workgroups related to MHPAEA implementation.
Discussion
SMHA involvement with MHPAEA implementation through collaborations with other state agencies appears to have been limited between 2010 and 2015. When MHPAEA was first implemented in 2010, most SMHAs anticipated that they would provide consultation or technical assistance to state insurance agencies to assist with implementation. However, few SMHAs reported that they were actively performing these activities in 2012 or 2015-despite persistent challenges to MHPAEA implementation and enforcement across the US. 5, [15] [16] [17] [18] [19] [20] The current study raises questions about why most SMHAs were not engaged in inter-agency collaborations to assist with MHPAEA implementation in 2012 or 2015, despite anticipating to do so in 2010. For example, it is possible that SMHAs ultimately decided not to engage in such activities because they did not have the resources to do so, or that their attempts to collaborate with state insurance agencies on MHPAEA issues were met with resistance. Prior studies have identified barriers to inter-agency collaboration within the context of the provision of social services to children (e.g., lack of time, lack of trust), [42] [43] [44] [45] [46] but it is unclear whether the same barriers apply to inter-agency collaboration within the context of behavioral health policy implementation. 32, 33, 35 Future research should examine factors that influence collaboration between state agencies in the implementation of federal and state behavioral health policies.
The low levels of inter-agency collaboration observed between SMHAs and state insurance agencies could be contributing to sub-optimal enforcement of MHPAEA's non-quantitative treatment limit rules. A 2013 report issued by the US Department Health and Human Services estimated that approximately one-third of insurance plans imposed non-quantitative treatment limits that were not compliant with MHPAEA. 6 As noted above, non-quantitative treatment limit rules are primarily enforced by state insurance agencies, but determining compliance with these rules requires specialized knowledge about behavioral health services-which SMHAs are capable of providing. Additionally, low levels of interagency collaboration could be a contributing factor to limited public awareness about MHPAEA. A 2014 survey of adults who had used behavioral health services found that only 14% had heard of Bmental health parity,^and 8% had heard of the BMental Health Parity and Addiction Equity Act of 2008^(i.e., MHPAEA)-a proportion that only increased to 13% after respondents were provided with a definition of the law. 27 SMHAs are well-positioned in increase public awareness about MHPAEA, but in only three instances did SMHAs report developing and disseminating educational materials about the law in collaboration with other state agencies.
Five implementation strategies in the ERIC complication (ongoing consultation, local technical assistance, coalition building, educational materials, advisory boards/workgroups) were found to be relevant to the inter-agency strategies used by SMHAs to assist with MHPAEA implementation. A survey of implementation science experts found that these five strategies were rated as being among the most important and the most feasible implementation strategies of the 73 in the ERIC compilation, 40 suggesting that these strategies have potential to be more widely adopted and produce positive impacts. The original ERIC definitions only required modest revisions across the domains of greater specificity about the actor (i.e., SMHAs), the action (i.e., activities related to MHPAEA implementation), and the action target (i.e., assisting other state agencies). 41 This indicates that the ERIC compilation, which is often used in clinical behavioral health implementation research, also has utility for behavioral health policy implementation research.
Limitations
This exploratory study has at least four main limitations. First, SMHA directors provided information about MHPAEA implementation strategies via textual responses to open-ended questions through a web-based survey. As a result, responses were concise and lacked the detail that would likely be obtained through a more extensive survey or interview. Second, textual responses did not provide information about the intensity or duration with which implementation strategies were used. Third, only SMHA directors, not state insurance agency directors, were surveyed about inter-agency MHPAEA implementation activities. Thus, the study offers a onesided picture of inter-agency collaboration. Fourth, survey questions were specifically about SMHA implementation strategies that involved inter-agency collaboration with other state agencies and did not capture information about other strategies that SMHAs were independently using to promote MHPAEA implementation.
Implications for Behavioral Health
SMHAs have potential to enhance MHPAEA implementation through collaborations with state insurance agencies by providing consultation on non-quantitative treatment limit determinations and increasing awareness about the law among behavioral health patients, providers, and the general public. The current study suggests, however, that such collaborations have been limited. Interventions are likely needed to promote inter-agency collaboration between SMHAs and other state insurance agencies on issues related to MHPAEA implementation. Future research should assess whether recent MHPAEA implementation initiatives, such as those promoted by the White House MHPAEA Taskforce and the twenty-first Century Cure Act, increase inter-agency collaboration between SMHAs and state insurance agencies. Future research should also examine collaborations between SMHAs and state Medicaid agencies as Medicaid managed care organizations, Medicaid alternative benefit plans, and Children's Health Insurance Program were required to be in compliance with MHPAEA by October 2, 2017. 7 Finally, inter-agency collaboration is only one of many strategies that have potential to improve MHPAEA implementation. For example, workbooks and templates that provide standard formats for state insurance agencies to assess parity compliance, market conduct examines and network adequacy assessments with an explicit focus on MHPAEA, and communication campaigns to increase awareness about MHPAEA rules among the public and providers are all promising strategies that warrant future study. 23, 24 
